cardiopulmonary bypass on the pulmonary vasculature and the developing neonatal brain. Closure of the AP window was a requisite measure to reduce the symptoms of heart failure in this patient.
Increasing restriction at the level of a VSD in patients with tricuspid atresia may be due to dynamic or mechanical obstruction or as a consequence of alteration in ventricular geometry following volume unloading surgery, as described in congenital heart defects with the double inlet left ventricle or tricuspid atresia with the VSD and transposition of the great arteries [5] . We believe that the AP window ligation, though providing an adequate initial first step for single ventricle surgical palliation, may have decreased the volume load to the left ventricle in our patient, thus adding to the evolving subpulmonary stenosis, and may have contributed to the need for the Blalock-Taussig shunt. However, alternative approaches such as the previously described fenestrated repair of the AP window [1] would leave multiple sources of pulmonary blood flow with their unpredictability; or complete separation of the pulmonary circulation with the addition of systemic-to-pulmonary shunt would leave the child shunt-dependent. Additionally, both approaches would require the use of cardiopulmonary bypass and add to the complexity of the procedure.
Our surgical approach to AP window closure was initially successful; however, the progression of disease resulted in the need for an additional surgical palliative procedure. In summary, our experience highlights the complexities in the management of neonates with such complex single ventricle disease.
Conflict of interest: none declared. It was interesting to read the article by Peer et al. on "Tricuspid atresia with aortopulmonary window: challenges in achieving a balanced circulation" [1] . The authors are commended in dealing with a difficult situation of tricuspid atresia with an aortopulmonary window, as there are no established treatment guidelines, given the extreme rarity of this condition. Tricuspid atresia with pulmonary over-circulation is known with a 30% incidence. The present case represents such a situation. While every attempt was made to keep the procedure extracardiac to balance pulmonary circulation, simple ligature of the aortopulmonary window was feasible in this case due to a favourable anatomy. However, simple suturing, besides not definitely treating the condition, carries a risk associated with the distortion of the left coronary ostia or the right pulmonary artery. The child had three consecutive procedures to address the whole problem. An alternative strategy would have been to leave the aortopulmonary window intact with restricting the pulmonary over-circulation with bilateral branch pulmonary artery banding. A similar approach with an univerticular physiology has been described for hypoplastic left heart syndrome [2] . Even if the ventricular septal defect would have become restrictive, as it happened in this case, pulmonary circulation via the aorto-pulmonary window would have been maintained. This may have potentially saved an extraoperative procedure of creating a systemic to pulmonary shunt. The child could then be palliated finally with a definitive repair of the aorto-pulmonary window and tracked along a modified Fontan pathway.
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